The teaching of OMS to dental students in Australia & New Zealand was surveyed. Generally the established schools had well developed curricula with good didactic and clinical experience conducted by specialist OMS educators. There was a much greater array of teaching in some of the newer schools with some appearing to barely meet the current minimalist professional competencies of the ADC. The critical element was whether or not the school was associated with a speciality OMS Unit at a Teaching Hospital. Proposals addressing these deficiencies are presented.
INTRODUCTION
Oral & Maxillofacial Surgery (OMS) is a core clinical discipline at any Dental School. It's essential that the core skills of disease recognition, both general and oral; dentoalveolar surgery and an understanding of the available specialist scope for appropriate referral are soundly taught. For most of the last century there have been six established Dental Schools in Australia and New Zealand. All with long established and well developed curricula. All are associated with specialist OMS units working in close association between the University and Teaching Hospitals. In the last decade there has been the development of four newer dental schools at non capital centres in Australia. There is no binational curriculum for the teaching of OMS in Australia and New Zealand. The ADC has a brief list of Professional competencies which lists in one line "dental extractions and related surgery' as its guideline. 1 This is clearly not a meaningful curriculum.
There were a number of other triggers for undertaking this survey. The author was aware that he was not the only senior educator in the discipline phasing into retirement. There have also been major changes in delivery of education. Students are no longer required to attend face to face lectures and online lectures are expected. These have the advantage of being available at any time so the diligent student can repeatedly access the material to facilitate the learning process. They however lack the immediacy of staff/ student interactions. With increasing class size there is less opportunity for students to obtain hands on clinical experience.
The need for the survey was further emphasised by informal contact with a number of graduates from the newer schools. One had no idea what an OMS did and another thought that Orthognathic Surgery and Head and Neck Cancer management had nothing to do with Dentistry. Conversely some were overconfident of their surgical abilities. The late Professor Tideman, of Adelaide and Hong Kong, was of the view that all dental students should be embedded in OMS Units to learn the scope and skills of specialist surgeons. This helped them improve their own skills under expert guidance but it also made them aware of their limitations and what to refer.
The aim of this survey was to determine the scope and teaching methods in OMS in Australia & New Zealand Dental Schools in 2016.
METHODS
The Deans of all the Dental Schools in Australia and New Zealand were approached to obtain support and approval for the survey. All agreed and provided the contact details of the lecturer responsible for the discipline. A questionnaire was developed on the optimal criteria for a course in OMS for dental students ( Table 1) .
The questionnaire was forwarded to each responsible lecturer using Survey Monkey â . 2 The results were analysed and all respondents had the opportunity to comment on the overall survey results.
RESULTS
There was a 100% response to the survey. All supported the concept and were involved in correspondence regarding the survey.
Staff involvement
Eight of the courses were lead by specialist OMS, one by an oral surgeon with OMS on the staff and one did not have a surgeon involved in the course. The number of staff involved in teaching OMS were, 5 or more specialists at 4 schools, 3 at 2, 2 at 2 and one did not appear to have any specialty OMS involvement. All the established schools had extensive staff involvement with the newer schools having less. The recent turnover of skilled OMS educators, at the majority of schools, was confirmed.
Lecture component
All schools had a lecture course, four face to face and 6 had a combination of face to face and online material. Only one school had a full online suite of lectures. 3 The didactic component was 20 plus hours at 5 schools, all established. At the new schools the courses were shorter, average 12 h, range 6 to 15 h.
Six of the 10 schools had a recommended text. The class size was 80 or more students in 6 schools with the remainder having 20 to 40 in a class. The smaller classes and those without a recommended text were all at newer schools.
Preclinical teaching
Eight schools had a preclinical course consisting of surgical infection control; instrument identification and use; rubber extraction models and various animal modules using pig, sheep and chickens for flap design, soft tissue surgery, suturing, bone surgery and tooth extraction. Only 3 schools, all established, used the full suite of preclinical teaching.
Two newer schools had no preclinics course and presumably taught their skills directly on patients in the clinic. Currently there are no surgical simulation skills laboratories available in dentoalveolar surgery.
Small group tutorials
Nine schools had small group tutorials to reinforce didactic and clinical teaching. The number of hours involved was more than 16 h in two schools and less than 10 h in 7 schools. One school had no tutorials. The greater number of tutorial hours was all in the established schools but they had larger groups.
Clinical teaching -dentoalveolar surgery
In 6 schools students had over 80 h of clinical teaching in outpatient local anaesthetic clinics but in four they had less than 20 h. The average number of extractions per student was known in six schools, all established schools. At one school they extracted more than 50 teeth each, more than 30 at two schools and more than 11 at the remainder. Four didn't keep basic data on their student's exodontia experience.
All schools stated that they taught surgical extraction methods for the retrieval of fractured teeth or roots. The number of procedures performed per student was low, average 3. Overall 8 of the schools indicated that on graduation their students would be able to surgically remove teeth fractured during routine exodontias but two didn't.
Three schools, all newer ones, taught their students the removal of impacted teeth whereas the established ones demonstrated the techniques involved to students as observers or assistants. No school expected students, on graduation, to be competent in the removal of impactions. Four established schools taught dentoalveolar surgery in dedicated OMS clinics under the supervision of surgically trained staff. In the remainder, the clinics were more general and the students primarily supervised by general dentists without advanced surgical training or skills.
Clinical teaching -maxillofacial surgery
The exposure of dental students to clinical aspects of maxillofacial surgery is presented in Table 2 .
The established schools covered all of the topics. Some of the newer schools commented that they discussed the issues in theory but not clinically. Hence this table is an overstatement of the student's clinical exposure.
Some respondents commented they did not understand what was meant by ward management. This covers the basic clinical skills of vital signs observation and measurement; analgesic, antibiotic and sedation prescription; management interaction with nursing and medical colleagues and discharge planning.
Seven schools had some exposure to specialist OMS in a teaching hospital environment. Three had none.
Interaction with related disciplines
General medicine and surgery were taught in 6 schools as separate subjects. Four didn't appear to have formal teaching but presumably students were taught as part of problem based learning by dental teachers in the earlier years of the course. In Adelaide we found their method of teaching was incomplete, superficial and inadequate so an online topic of General Medicine for dental students has been introduced. This involves systematic, in depth, coverage of topics taught by medical experts. 4 Oral Medicine and Oral Pathology were taught in concert with OMS in 9 schools and orofacial pain and TMD in 8.
Assessment
OMS was assessed as a separate discipline as well as part of end of year subjects in 6 schools with the remainder being examined only as part of general dental clinical topics. Multiple choice/scenario questions were mainly used. Four had formal clinical assessment of student performance by OMS staff.
There is a strong component of OMS and related disciplines in the multiple choice examinations set by the ADC for foreign dentists. Most were primarily developed by the author and trialed on Adelaide students under examination conditions. Respondents were asked whether they would favour the use of this examination bank for binational examinations in OMS. Five of the established schools favoured this approach, but the remainder rejected it.
The overall results can be compared against the overall criteria (Table 1 ).
DISCUSSION
This survey shows an alarming disparity of the methods, scope of teaching, clinical exposure and assessment methods between the established schools and some of the newer schools. Some of the newer schools barely meet the minimalist guidelines of the ADC Professional Guidelines Statement. 1 The single best determinant of the outcome and acceptable level of teaching is whether the Dental School is associated with a specialist OMS Unit at a Teaching Hospital whose staff are involved in teaching dental students.
It should be noted that Survey Monkey â is not the most robust of survey methodologies although it is widely used.
2 Secondary analysis of results is difficult. All the results were received anonymously although the author was aware of the source. Where the response was not clear the author corresponded with the respondent to clarify the data. The results, particularly where suboptimal, are presented in this paper de identified as this was a condition of the survey. The results were circulated to all the Deans and subject coordinators for comment. No adverse comments or questions were received.
The key issue is what to do to improve the situation, particularly for those schools with suboptimal results. This is not a 'name and shame' exercise but an attempt to determine the facts and offer assistance. The ADC does need to expand its Professional Competency Guidelines to a meaningful standard. In the United Kingdom the Association of British Academic OMS did produce a National Curriculum for the 14 schools in the UK and Ireland, population 80 million plus. 5 This established core competencies which complement the Guidelines laid down by the UK General There is a need to develop a National minimum curriculum for OMS in all Dental Schools in Australia. The findings of this survey may encourage some action. Similarly the offer to provide the Adelaide online lecture series to other schools was not taken up. ANZAOMS who part funded this study is willing to provide teachers and facilitate mandatory rotations of students through specialist OMS Units.
It should be noted that there is no similar binational survey of the teaching of the other core clinical disciplines of Orthodontics, Periodontics, Prosthodontics, Endodontics and Restorative Dentistry. The challenge is for the relevant specialist societies to undertake such research. It is possible that a similar disarray of results would be found. It is APHRA and the ADC's responsibility to ensure that graduating dental students meet acceptable high level standards. One way would be to introduce mandatory National Board examinations similar to the USA or indeed as currently apply to foreign dentists wishing to practice in Australia. Informal and unpublished experience with trial exams to some established and new schools confirms a wide disparity between schools and not all Australian Dental students meet the standard for foreign dentists.
In the short term it is hoped that all dental students study their copy of this supplement "Contemporary Oral and Maxillofacial Surgery" and seek exposure to what the specialty can offer.
